mortality than in younger people because the total attributable risk from dyslipidemia is greater in the older age group.'2-'5 One reason for the controversy about screening and treating hyperlipidemia in older adults is the small number of published studies that have examined the power of lipid levels as risk factors for cardiovascular disease in older adults." Furthermore, few studies describe the distribution of lipoprotein concentrations in older adults. Most studies have relatively small numbers of participants, especially among the very old, and often do not give details about the demographic characteristics and health status of the sample."", [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] In this article, we report the lipoprotein lipid levels in 4,838 adults aged .65 years from the Cardiovascular Health Study (CHS). The CHS is a population-based, longitudinal study of adults .65 years old, designed to identify factors related to the onset and course of coronary heart disease and stroke. Data from the CHS baseline examination were analyzed for the following purposes: 1) to determine the distribution of plasma lipoprotein lipids in men and women .65 years old; 2) to identify associations between plasma lipid values and demographic characteristics, health habits, and physiological measurements made at the baseline examination; and 3) to determine the association between lipoprotein lipid levels and prevalent cardiovascular disease.
Methods

Study Design
Details of the CHS study design have been published. 28 Briefly, the CHS cohort of 5, 201 Table   3 .) Women had higher concentrations of total cholesterol, LDL-C, and HDL-C than men at all ages. In contrast, TG concentrations were similar in men and women, except that women .85 years old had signifilower cholesterol/HDL-C ratios except in people >85 years old, in whom men had the lower ratio.
TG concentrations were lower with increasing age in men. Cholesterol and LDL-C concentrations were lower among older men, particularly in men >85 years old. There was little change in HDL-C concentrations by age, except that men >85 years old had a significantly higher HDL-C than the other age groups. Among women, age-associated changes in lipid concentrations were less apparent. TG concentrations were lower in women >85 years old, and cholesterol and LDL-C concentrations were slightly lower in women .80 years old compared with younger women, but there were no statistically significant differences in HDL-C with age. The cholesterol/HDL-C ratios declined with age in men but not women.
There were significant differences in lipoprotein lipid values by race (Table 4) . African-American men had lower TG and higher HDL-C concentrations than whites, but there were no statistically significant differences in total cholesterol or LDL-C concentrations. African-American women had significantly lower TG, total cholesterol, and LDL-C concentrations than whites, but there were no differences in HDL-C concentrations.
We examined the associations of lipoprotein lipid values and other factors that have been shown in other studies to be associated with lipid values and are thought to be biologically important determinants of lipoprotein metabolism.23,25,33-44Table 5 shows bivariate associations for TG, LDL-C, and HDL-C. TG concentration was inversely related to socioeconomic level, alcohol consumption, and physical activity level. TG concentration was positively associated with body mass index, waist circumference, measures of glucose intolerance (insulin and glucose concentrations), and creatinine (which is inversely related to glomerular filtration rate, a measure of renal function). Subjects taking either diuretics or 13-blockers had higher TG values, and estrogen use was associated with a higher TG value in women. The correlations of HDL-C with these variables were opposite, for the most part, to those for TG, including socioeconomic status, alcohol use, physical activity level, body weight, body fat distribution (as measured by waist and hip circumference), glucose intolerance, renal function, and medication use. Estrogen use was an exception to the latter, as HDL-C was higher in women taking sex hormones. In general, the associations between TG and HDL-C concentrations and other variables were similar and of the same magnitude in both men and women. There were few significant correlations between LDL-C and other variables, but the associations were more significant in women. Body mass index, waist circumference, glucose intolerance, and creatinine were positively associated with LDL-C in women. Estrogen use was inversely related to LDL-C concentrations in women. None of the lipid values were related to functional status or cigarette use. Table 6 presents stepwise, multivariate models that include the variables that were significantly associated with each lipid in bivariate analysis for either men or women. For the most part, variables that were significant in bivariate analyses remained significant in multicantly higher concentrations than men. Women had variate analyses. In men, however, body mass index, the The cross-sectional associations between lipid concentrations and prevalent cardiovascular disease were examined in both men and women (Table 7) . HDL The positive relation between cholesterol levels, in particular LDL-C, and the development of cardiovascular disease has been shown in younger people.1-8 However, controversy remains about LDL-C as a risk factor for cardiovascular disease in older people. [8] [9] [10] [11] Nonetheless, several longitudinal studies have demonstrated an association between LDL-C and subsequent cardiovascular disease in older people.12-'4 In these cross-sectional analyses, there was no significant association between total cholesterol or LDL-C and cardiovascular disease. It is possible that LDL-C is a less powerful risk factor for coronary heart disease in older people. Alternatively, LDL-C may still be an important risk factor, but in these cross-sectional data, LDL-C is lower than expected in persons with prevalent disease because of disability, differences in diet, treatment, and chronic illness. 47 Longitudinal analyses of these data will be necessary to determine which of these hypotheses is correct.
